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INITIAL COMMENTS

A Post Survey Reuvisit (PSR) to the investigation
of Complaint Number INO0180677 conducted on
08/25/15 was conducted by the Indiana State
Department of Health in accordance with 42 CFR
483.470(j)

Complaint Number: INO0180677
Corrected

Survey Date: 10/02/15

Facility Number: 000911
Provider Number: 15G397
AIM Number: 100244420

Census:
ICF/MR: 6

Voca Corporation of Indiana was found in
compliance with 42 CFR 483.470(j) and 460 IAC
9.1.1in regard to the PSR to the investigation of
Complaint Number INO0180677.
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